We can start by examining the stage at which gender differences start to prominently emerge on the 11þ year training path to becoming an interventionalist. By the time an average medical trainee reaches the point in her career at which she must decide whether to pursue interventional cardiology, she is typically 33 to 35 years old. At the age of 35, women are officially termed "AMA" (which in this case stands for "advanced maternal age"). For many, who initially postpone childbearing to focus on their lengthy medical training, the harsh reality hits that if they want to have children at all, the window is quickly closing. Not only does the chance of becoming pregnant begin to diminish rapidly, but the risks of pregnancy begin to exponentially increase as well (7).
It is well known that in academic medicine and general cardiology, gender gaps are slowly improving, with equal numbers of women now entering medical school and achieving faculty instructor levels. Still, very few women are reaching full professor and dean levels (1) . Recent efforts to reduce barriers to gender equity in cardiology have met some success (2) . We can start by examining the stage at which gender differences start to prominently emerge on the 11þ year training path to becoming an interventionalist. By the time an average medical trainee reaches the point in her career at which she must decide whether to pursue interventional cardiology, she is typically 33 to 35 years old. At the age of 35, women are officially termed "AMA" (which in this case stands for "advanced maternal age"). For many, who initially postpone childbearing to focus on their lengthy medical training, the harsh reality hits that if they want to have children at all, the window is quickly closing. Not only does the chance of becoming pregnant begin to diminish rapidly, but the risks of pregnancy begin to exponentially increase as well (7).
Informal interviews I have conducted with female cardiology trainees reveal that wearing heavy lead and getting exposed to radiation, even during family planning stages-much less while pregnant-pose significant barriers to pursuing subspecialty training at this stage of their career. Personally, I was grateful to my program director for allowing me to purchase specialty "pregnancy lead," which is substantially heavier than regular lead, but increases protection.
However, during the last trimester, it can be a huge challenge just to lift one's own bodyweight across the room, much less don 30 lbs of additional weight to stand for lengthy cardiac catheterization cases.
Although confidentiality is promised to female trainees who are encouraged to report if they are pregnant while in the catheterization laboratory, sometimes it is hard to keep a secret. In the earliest stage of my pregnancy during interventional fellowship, I recall asking my co-fellow if he would step in for a chronic total occlusion case, but I did not want to tell him why I was asking. As much as I loved chronic total occlusion cases, I was worried about the extended radiation time during the delicate first trimester, when
From the Division of Cardiology, Stanford University, Stanford, California. However, all the planning and support does not replace having role models who have succeeded at these feats (8) . As a cardiology fellow, I agonized about whether to pursue interventional cardiologyeven though I had already self-declared my interest during residency-and I struggled to find even a single female interventionalist with children in the entire country with whom I could have a frank discussion.
A few years later, I met one such pioneer at a national conference but clearly there are still not enough.
If our young trainees cannot readily identify anyone who has succeeded at what they hope to achieve, they will continue to question whether it is possible at all.
We all-male and female-need to be invested in solving these challenges together. If we hope to make our field truly great, then we cannot limit one-half of our opportunity to do so. To start, I propose we focus on 3 major areas: We need to provide appropriately sized lead for young women trainees in the cardiac catheterization laboratory; oversized men's lead does not adequately cover the left breast area that is in close proximity to the radiation source. As a community that drives research and development investments in the interventional field, we need to encourage the development of novel, improved technology for reducing radiation exposure. We need to banish the trend of being "macho" about radiation exposure, regardless of sex.
Equalizing opportunity for promotion. The American College of Cardiology Professional Life Survey
showed that women currently report experiencing 3Â as much discrimination as men (11) . Although it may seem that these findings are unlikely to represent your own progressive institution, remember that gender discrimination can take many easily overlooked forms. For example, we need to create informal networking opportunities Although we need to be supportive of young families, especially in terms of providing resources for young mothers in the workplace, we should focus our vision on the true prize: the important societal change that needs to take place to bring more women to the forefront of not just interventional cardiology, but also the high pedestals of the worlds of finance, law, and government. I would say that I see a huge crack in the glass ceiling of catheterization laboratories around the world, with talented women performing highrisk and complex procedures. I believe that our progress in this arena is well under way, but let us not forget the underrepresented minorities who are also rarely found in interventional cardiology, and bring them forward on this ride.
This year, the theme for TCT 2017 is "diversity." This progressive theme-focused on acceptance of all cultures, races, and sexes-is certainly a welcome and appropriate way to mark this 40th anniversary of our subspecialty.
